The elimination of racial and ethnic health inequities has become a central focus of health education and the national health agenda. The documentation of an increasing gap in life expectancy and other health outcomes suggests the need for more effective strategies to eliminate health inequities, which can be informed by better monitoring and evaluation data. Although the sophistication and volume of health data available have increased dramatically in recent years, this article examines the quality of the current data collected to achieve the goal of eliminating racial and ethnic health inequities. This article explores several key aspects of data to inform addressing inequities including terminology, the role of data, and explanations of the problem. The authors conclude with recommendations for refining data collection to facilitate the elimination of racial and ethnic health inequities and suggest how the Society for Public Health Education can become a more central figure in our national efforts.
data are needed to inform how and where to intervene and to track and evaluate progress toward the goal of eliminating health disparities.
Since 1998, considerable federal, state, and local resources have been committed to "eliminating health disparities," spawning numerous well-intentioned scientific programs and initiatives (Cohen & Northridge, 2000) . Eliminating health disparities rings with moral fervor and has become the unifying theme for the majority of U.S. research on racial and ethnic minority health. There is, however, considerably less agreement on the framing of these differences in terms of disparities as opposed to inequalities or inequities. There is also no consensus on what data are necessary to inform policies, practices, and research that will help to improve minority health (Cohen & Northridge, 2000; Geiger, 2006) .
With its commitment to social justice and as a leader in applying ecological and community models to research and practice, health education is uniquely positioned to play an important role in our national efforts to eliminate health inequities. The discipline of health education has been at the forefront of public health in recognizing that health behavior is shaped by the broader social and cultural environment (Airhihenbuwa & Auld, 2005) . This approach has been the foundation for health educators developing culturally appropriate interventions; advancing community-based participatory research principles and practice; and enhancing the capacity of individuals, families, and communities to promote health and wellness. The principles, philosophy, ethics, and historical underpinnings of the discipline suggest health education and its leading organization, the Society for Public Health Education (SOPHE), are well positioned to lead an interdisciplinary and systematic effort to address racial and ethnic health inequities. The problem of racial and ethnic health inequities, however, poses unique challenges to health education research and practice and suggests that different theories, programs, policies, and practices may be required. Most of the problems health educators are called to address are socially produced and maintained, yet few of the models predominant in the field begin from a structural, historical, or cultural perspective. Structural and cultural factors that have significant implications for health-promoting opportunities and health outcomes are primarily considered contextual variables, not determinants of health or places to intervene (McLeroy et al., 1993) . Nevertheless, health education has the frameworks, approaches, and applied orientation to develop and use diverse types of data necessary to inform more effective practice, research, and policies to eliminate inequities.
High-quality data are necessary to understand and address racial and ethnic minority health problems, to inform interventions to improve health outcomes, and to keep the attention of policy makers and the public on this problem. Data are needed to identify and quantify the magnitude of inequities, to select targets for improvement, to explore causal and modifying factors, to track developments over time, to design appropriate and effective interventions, and to evaluate the success of policies and programs to reduce differences in health outcomes. Data are essential for eliminating health inequities, but what types of data are necessary and sufficient to inform the nation's efforts to eliminate racial and ethnic health inequities?
The purpose of this article is to assess how well we are currently collecting the data needed to inform national policies and design and to evaluate national efforts to monitor, address, and evaluate policies and other interventions to reduce racial and ethnic health inequities (disparities). The first section describes the implications of terminology for measurement and intervention (i.e., the differences between disparities and inequities) and why we use the term inequities instead of disparities throughout this article. In this section, we also define race and ethnicity. The second section describes the importance of data in monitoring and evaluating our national efforts to eliminate inequities, provides an overview of the extent of health inequities, and describes models of health inequities. The third section describes and critiques how we currently track and measure disparities (we do not currently measure inequities). We conclude with a discussion of the types of data and information needed to facilitate the elimination of racial and ethnic health inequities and call for a leading role for SOPHE in enacting these improvements.
DISPARITY VERSUS INEQUITY: WHAT'S IN A NAME?
Although the definitions have important practical consequences and policy implications, there is little consensus on the use of the terms disparities, inequalities, and inequities in the United States (Braveman, 2006) . Generally, according to Geiger (2006) , "disparities carries at best a faint connotation of moral concern-stronger than the studiously neutral differences but weaker than inequality or inequity" (p. 261). The term health disparity is most commonly used in the United States and suggests that disparities are simply differences between groups. According to the National Institutes of Health (2000 , cited in Carter-Pokras & Baquet, 2002 , health disparities are defined as "differences in the incidence, prevalence, mortality, and burden of diseases and other adverse health conditions that exist among specific population groups in the U.S." (p. 430). The term health inequalities is the most common term in Europe and is used almost universally to reflect differences in health between people with different socioeconomic positions. The term health inequities is rarely used in the United States but is more common internationally because it signifies an ethical judgment (Braveman, 2006) .
Eliminating health disparities, therefore, is not synonymous with eliminating health inequities or pursuing health equity. Braveman (2003) argued that pursuing equity in health is not about differences between any groups but specifically groups that occupy different positions in a social hierarchy defined a priori according to some important features of their underlying social position. Some of the fundamental concepts underlying definitions of inequities are that the differences in health are unnecessary, unavoidable, considered unfair, and are unjust (Braveman, 2006) . In an effort to integrate these core concepts, Braveman (2006) proposed the following definition to guide the monitoring of health inequities:
A health disparity/inequality is a particular type of difference in health or in the most important influences on health that could potentially be shaped by policies; it is a difference in which disadvantaged social groups systematically experience worse health or greater risks than more advantaged groups. (p. 18.4) The explicit acknowledgment of the social disadvantage associated with a given population highlights the social, economic, and historical factors that play an important role in determining health outcomes and allows for a broader range of activities that may be supported to address the differences (Braveman, 2006) . Of similar importance is how these groups are defined. Consequently, next, we will discuss the definitions of race and ethnicity.
DEFINING RACE AND ETHNICITY
To explain racial and ethnic inequities in health, it is important to understand the strengths and limitations of categorizing people by race and ethnicity. For centuries, pseudoscientific articles in the medical literature provided evidence reinforcing the conventional wisdom that there were biologically and genetically distinct human races (Freeman, 2003; Geiger, 2006) . These differences were based on visible traits (skin color, facial features, hair type, etc.) and suggested that African Americans, southern and eastern Europeans, Chinese, and darker-skinned immigrants of other nationalities were biologically and intellectually inferior and more susceptible to disease. Throughout this period, a few scholars argued vigorously against biological determinism, but this was largely ignored by mainstream science and the public. In the early 20th century, Italians, Irish, Jews, and other southern and eastern European immigrants were classified as "nonwhite" to distinguish them from the earlier Anglo-Saxon Protestant settlers (Borak, Fiellin, & Chemerynski, 2004) . In response to changing social and political attitudes and needs, over the following decades, many of these groups were included in the "White" category, diminishing the focus on ethnic differences and immigrant status and demonstrating how social and political factors influence racial categories. Past and current racial categories reflect this history, and race continues to be a social category that precisely captures the impact of racism and differential access to power and desired resources in society rather than a biological construct that reflects innate differences (Jones, 2000; Williams & Rucker, 2000) .
In 1978, the Office of Management and Budget created Statistical Policy Directive 15 in an effort to establish uniform standards for the collection of data on race and ethnicity in the United States and to increase the availability of data on people of Hispanic origin. They explicitly acknowledged the lack of a scientific and anthropological basis for the categories used: "This Directive provides standard classifications for recordkeeping, collection, and presentation of data on race and ethnicity in federal program administrative reporting and statistical activities. These classifications should not be interpreted as being scientific or anthropological in nature" (Office of Management and Budget, cited in Mays, Ponce, Washington, & Cochran, 2003, p. 87) . In addition, this directive coined the current use of the term Hispanic.
Although originally used to describe people of Iberian (ancient Spanish) ancestry, "Hispanic" became a category to fulfill the ideological and political function of capturing the wave of Spanish-speaking immigrants from Latin American and Caribbean countries during the last two decades of the 20th century. Hispanic identifies neither an ethnic group nor a minority group but a set of diverse populations and cultures that share a common language (Borak et al., 2004) . This category has been identified as the primary ethnic category in federal government documents, and Hispanics have been one of the largest groups to check "other" for their race. This suggests that for some, race and ethnicity are synonymous (Mays et al., 2003) . Because Hispanic was a common term in the eastern United States and Latino was more common in the west, the terms are often used together as Hispanic/Latino. The 2000 census was the first opportunity U.S. residents have had to self-identify as more than one race. This modification reflects the changing perceptions of race and ethnicity in the United States, but it also poses significant problems for monitoring and evaluating data collected by race and ethnicity.
THE IMPORTANCE OF DATA IN ELIMINATING RACIAL AND ETHNIC HEALTH INEQUITIES
Monitoring and evaluation data are essential to recognizing, tracking, and intervening to address racial and ethnic health inequities. Monitoring is the collection of primarily descriptive data for the purpose of keeping policies or programs on course in relation to a specific set of criteria. To allow for the repeated study of a question over time, monitoring requires ongoing collection of data (Braveman, 2003) . Evaluation is an enterprise aimed at deciding the worth of various activities and is typically conceptualized in terms of quantification, qualification, and assigning value (Henry, 2003) . Evaluation should add to the body of timely, relevant evidence to increase the likelihood that policy and programmatic decisions improve interventions and outcomes (Sechrest & Figueredo, 1993) . Monitoring and evaluation data are most often used in the following five ways: programming (i.e., determining how interventions develop, function, and improve in relation to desired and unintended outcomes), knowledge construction (i.e., exploring how researchers learn more about the proximate and distal factors associated with a given health or social problem), valuing (i.e., ascribing a worth to approaches, methods, and foci), utilization (i.e., incorporating new information to modify programs and policies), and assessment (i.e., the tactics and strategies used by evaluators in their ascribed roles of defining programmatic processes and outcomes) (Sechrest & Figueredo, 1993) . Because racial and ethnic health inequities are such a complex problem, yet one that is so sensitive and highly visible, it is essential for national evaluation data to provide scientifically credible information and balanced judgment to stakeholders about the effectiveness of interventions intended to produce social and health benefits (Lipsey & Cordray, 2000) .
To understand and address health disparities, a variety of monitoring and evaluation data are needed to determine exactly what disparities exist, where, for whom, and how they are changing over time. Consequently, monitoring systems typically include the following basic attributes: scientifically sound and reliable data where lack of bias is paramount; simplicity to promote ease of use; affordability of data collection, analysis, and dissemination; sustainability to allow for the data to be collected routinely and analyzed over time; and timeliness to minimize the period between data collection and dissemination of findings (Braveman, 2003) . By helping to identify where interventions are most needed and tracking health indicators and health care quality over time, monitoring and evaluation data allow for the longitudinal appraisal of policies and programs to reduce inequities. In addition to these data, however, evaluation data are needed to highlight the most effective strategies for improving the poor health outcomes of racial and ethnic minorities identified through monitoring data.
Once disparities have been identified and described, evaluation data are vital to developing effective disparity reduction strategies and evaluating their influence. Data on a broad array of health indicators are but one critical piece of the extensive data needed to design, implement, and evaluate national health education and promotion interventions to eliminate racial and ethnic health disparities. Although data specific to particular health problems are useful for improving services for those problems, a variety of indicators are needed to understand and improve the conditions that will lead to improved health and quality of life more globally. Thus, it is essential to have (a) data that represent the proximate and distal factors specifically tied to the etiology of disease for a specific segment of the population and (b) data that inform how, where, and with whom or what it is necessary to intervene to improve health outcomes.
THE EXTENT OF THE PROBLEM OF RACIAL AND ETHNIC HEALTH INEQUITIES
In the United States, racial inequities in health are substantial (Williams & BraboyJackson, 2005) . Racial inequities in health outcomes have existed as long as U.S. health data have been collected-more than 200 years (Byrd & Clayton, 2000) . At no time in the history of the United States has the health status of racial and ethnic minorities equaled or even approximated that of White Americans (Geiger, 2006) . On every health index, African Americans suffer in relation to White Americans and often in relation to other racial and ethnic groups (Dressler, Oths, & Gravlee, 2005) . African American patients also are less likely than Whites to have a regular physician, health insurance, routine visits with a health professional, or receive preventive and screening services.
The current death rate for African Americans is comparable with that of Whites three decades ago, and Black-White disparities in mortality have been fairly stable over four decades (Satcher et al., 2005; Williams & Braboy-Jackson, 2005) . If the death rates between African Americans and White Americans were equivalent, it is estimated that between 80,000 and 100,000 African Americans a year would not die, and more than 886,000 African Americans' deaths would have been averted during the decade 1991-2000 (Geiger, 2006; Satcher et al., 2005; Williams & Braboy-Jackson, 2005; Woolf, Johnson, Fryer, Rust, & Satcher, 2004) . These differences in death rates reflect the cumulative toll of excess African American deaths (as compared with Whites) from a variety of diseases, including cardiovascular disease, cancer, diabetes, and HIV. Comparable cumulative estimates for preventable death could be made for Asian Americans, Hispanic Americans, and Native Americans/Alaska Natives (Geiger, 2006) .
Although a number of studies have found that Black-White disparities in some medical services have narrowed over time (Agency for Healthcare Research and Quality, 2005a; Escarce & McGuire 2004; Trivedi, Zaslavsky, Schneider, & Ayanian, 2005) , some inequities in health outcomes have, in fact, developed or increased over time (Brawley, 2002; Williams & Braboy-Jackson, 2005) . For example, in 1950, death rates from heart disease were comparable for African Americans and Whites. By 2000, however, the African American death rate was 30% higher. For both groups, the death rates from heart disease decreased significantly over the five decades, but the decline for African Americans (45%) was slower than for Whites (57%), leaving both relative and absolute differences larger in 2000 than in 1950. Similar to heart disease, inequities in cancer mortality are a relatively recent phenomenon. In 1950, African Americans had a lower cancer death rate than Whites, but by 2000, the rate was 30% higher. Over the 50-year period, Whites' death rate because of cancer remained relatively constant, yet the cancer mortality rate for African Americans increased. Brawley (2002) found that the disparity in breast cancer mortality between African American and White women has increased every year since 1981. He posits that this inequity evolved because African American women were more likely to have a lower socioeconomic status and to be uninsured or underinsured, and therefore, they lacked access to the screening and treatment advances that occurred.
These findings are consistent with Ceci and Papierno's (2005) suggestion that many "compensatory" policy programs delivered by the U.S. government are available to all citizens (universal entitlements) and can have the unintentional effect of widening inequities. They provide several examples of this, including the prescription drug privileges within the Medicare program. Whereas many elderly citizens can afford to purchase their own medicines, this program is offered to everyone over 65 years old. Often, those who are better off are in a better position to take advantage of these programs, and health inequities widen.
This selective review of the literature is designed not to be exhaustive but to illustrate the magnitude and persistence of racial and ethnic inequities in health outcomes. These inequities are not unique to health, as African Americans lag behind White Americans on almost every measure of prosperity including employment, criminal justice, economic resources, and education (Pettigrew, 2004) . Hispanics, Native Americans, Native Hawaiians, and some Asian and Pacific Islander subgroups have similarly poor outcomes across areas of American life.
EXPLANATIONS OF RACIAL AND ETHNIC INEQUITIES
One of the most important yet challenging aspects of eliminating racial and ethnic health inequities is explaining why these differences exist. The explanations health professionals use to explain inequities directly determine what data they measure and track, as well as the strategies they employ to improve health outcomes. The data, whether for monitoring or evaluation, are only as good as the theory they are designed to test (Freudenberg et al., 1995) . There are many models that health professionals use to understand health and to explain health inequities. In an effort to organize and summarize these frameworks, we describe six models that have been used in the literature to explain racial and ethnic health inequities: a racial-genetic model, a health behavior model, a socioeconomic model, a psychosocial stress model, a structural-constructivist model, and a fundamental-determinants-of-health model (Dressler et al. 2005; Link & Phelan, 1995) .
The racial-genetic model emphasizes group differences in the distribution of genetic variants. This model is based on the notion that there are biological differences among races, although it is not likely that this view is explicitly stated given the widespread critique of race as a biological construct. The health behavior model (e.g., Health Belief Model, Theory of Reasoned Action, Social Learning/Cognitive Theory, Social Support, and Diffusion of Innovations) suggests that there are differences between racial and ethnic groups in the distribution of individual health behaviors, such as diet, physical activity, sexual behavior, and tobacco use. Although these behaviors can be important contributors to disease risk and are the primary focus of most health promotion research, there is little evidence that health behaviors alone or in combination with one another can explain racial and ethnic health disparities. The socioeconomic status model posits that the overrepresentation of some racial and ethnic groups in lower socioeconomic positions is responsible for differential health outcomes. Despite their interrelationship, both race and socioeconomic status are independent predictors of health status (LaVeist, 2005; D. Williams, 2005; Williams & Braboy-Jackson, 2005) . The typical problem is that there is rarely a sufficient sample of respondents in all comparative racial and socioeconomic status (SES) groups for analyses to be conducted by race and SES. Socioeconomic position has consistently been one of the most potent predictors of health outcomes, whether measured by income, education, or occupation or measured during childhood, adolescence, or adulthood (Davey Smith, 2003; Geronimus, 2000; D. Williams, 2005; Williams & Braboy-Jackson, 2005) . The psychosocial stress model emphasizes the stress associated with minority group status, particularly with the experiences of racism and discrimination. Williams, Neighbors, and Jackson (2003) argued that despite the breadth of literature finding that discrimination is positively associated with health status, whether and how discrimination leads to increased risk of disease is yet to be determined. The structural-constructivist model is based on the social construction of race and emphasizes the intersection of social structures with the cultural construction of values, goals, and aspirations as the causes of differences in morbidity and mortality. It suggests that health disparities are the products of centuries of exploitation, structured inequality (racism), and differences in power-not simply differences in disease rates and health outcomes (Semmes, 1996) . Fundamental determinants of health models suggest that racial and socioeconomic health inequities persist because these social factors involve access to resources (i.e., money, knowledge, power, prestige, social connections) that can be used to avoid risks and diseases or minimize the consequences of disease once it occurs. Fundamental determinants of health models are termed fundamental because they describe factors that "cannot be eliminated by addressing the mechanisms that appear to link them to disease" (Link & Phelan, 1995, p. 86) . These determinants of health influence multiple risk factors and multiple disease outcomes, which is why we see inequities concentrated in racial and ethnic minority groups and in people with lower socioeconomic positions.
These models, although presented here as mutually exclusive, are often used simultaneously. Our adherence to these theories of disparities has important implications for what data we value and collect to monitor and evaluate interventions to eliminate racial and ethnic health inequities. Two questions arise: (a) How should racial and ethnic health inequities be conceptualized in our current national monitoring and evaluation efforts? and (b) How should racial and ethnic health inequities be conceptualized to facilitate working for specific and measurable change without divorcing the problem from the broader context in which it occurs (Freudenberg et al., 1995) ?
HOW HEALTH DISPARITIES ARE TRACKED AND MEASURED IN THE UNITED STATES Current State of National Data
The national data currently available have allowed for extensive monitoring of health disparities 1 1 and have been a key component of evaluations of disparity reduction interventions. They are primarily composed of basic health indicators such as birth and death rates and health care indicators such as screenings and services provided for various conditions and diseases. The private sector, particularly foundations, has an important role in tracking health disparities. For example, the Commonwealth Fund's series of chart books on the overall quality of U.S. health care (Leatherman & McCarthy, 2002) , children (Leatherman & McCarthy, 2004) , and Medicare beneficiaries (Leatherman & McCarthy, 2005) contains sections devoted to health disparities. The Center for Studying Health System Change's Community Tracking Study documents changes in health care in 60 communities across the nation. Private sector tracking reports frequently focus on disparities in health care access and quality (Hargraves, 2002 (Hargraves, , 2004 .
In addition to data collected within the private sector, agencies within the U.S. Department of Health and Human Services (DHHS) collect a variety of information on health disparities. DHHS oversees the majority of national data sources on disparities. Each year, the National Center for Health Statistics (NCHS, 2004) compiles data for the Health, United States report series, which includes data from more than 60 sources. Trend tables cover four main topics: health status and determinants, utilization of health resources, health care resources, and health care expenditures. Many of the tables allow for the tracking of disparities related to age, gender, race, ethnicity, income, education, health insurance, and location of residence. Likewise, the Agency for Healthcare Research and Quality (AHRQ) compiles annual data for the National Healthcare Disparities Report series (AHRQ, 2005a), which focuses on trends in access to, and quality of, health care as determinants of health. Because the report is specifically about racial and socioeconomic differences, data from dozens of data sources are presented in a standardized fashion, allowing comparisons of disparities over time and across a broad array of access and quality measures.
The most ambitious and comprehensive report used to evaluate the health of the nation is Healthy People. Beginning in 1979 with a report from the surgeon general, each decade Healthy People identifies the most significant preventable health threats in the nation and sets specific goals for reducing those threats. The nation is now striving toward objectives set for the year 2010. Healthy People 2010 has two overarching goals: increasing quality and years of healthy life and eliminating health disparities (U.S. DHHS, 2000) . This initiative addresses disparities among segments of the population other than race and ethnicity (e.g., gender, education, income, disability, geographic location, or sexual orientation), bringing much needed attention to the health outcomes of diverse segments of the population. The national initiative to eliminate racial disparities in health is focused on six areas of health outcomes that contribute to leading causes of death for the U.S. population: infant mortality, HIV/AIDS, cardiovascular disease, cancer screening and management, adult and child immunizations, and diabetes. The Healthy People 2010 goals apply to each of the 467 indicators tracked to monitor progress toward improving the nation's health, and each individual indicator has specific improvement aims as well.
Healthy People 2010 established a number of markers to monitor the health of U.S. residents and proxies for measuring the effectiveness of the concentrated effort to eliminate racial and ethnic health disparities by the time a decade passes. Healthy People 2010 reshaped much of what and how the federal government funded health research, focusing its resources on the needs and health of underserved populations in a way previously unparalleled in U.S. history.
Limitations
There are several limitations to the utility of extant data for monitoring, informing, and evaluating effective strategies to eliminate health inequities. These include the following:
1. Limited data on the range of health determinants related to health inequities 2. Limited examination and engagement of subpopulations affected by health disparities 3. Limited data available at the community/neighborhood level that are comparable across geographic locations.
First, a wide range of factors are known to influence health inequities, but data on only a few of those factors are typically collected. Ideally, data for assessing disparities would include all of them or at least a balanced set of the most important factors. Unfortunately, there are many gaps in extant national data, and data that are available tend to be heavily weighted toward particular kinds of data (Kelley, Moy, Stryer, Burstin, & Clancy, 2005) . For example, there is an abundance of individual-level information about health care because monitoring health care utilization and costs has long been an important national priority. Americans spend $1.7 billion each year (more than 15% of the U.S. gross domestic product) on health care (Smith, Cowan, Sensenig, Catlin, & Health Accounts Team, 2005) . Because most health care expenditures in the United States generate an extensive paper trail, administrative claims data are readily available.
The release of recent reports highlighting problems with patient safety (Institute of Medicine, 2000) , quality of health care (Institute of Medicine, 2001; AHRQ, 2005b) , and racial and ethnic disparities in quality of care (Smedley, Stith, & Nelson, 2003) has spurred data collection around these health care themes, thus increasing attention on individual-level factors.
In contrast to the array of individual-level health care data available, national data on other determinants of health are harder to find. Although some information is available about healthy and unhealthy behaviors such as physical exercise, dietary practices, and substance use (e.g., the Behavioral Risk Factor Surveillance Survey conducted by the U.S. Department of Health and Human Services), very little data are available about living and workplace conditions, socioeconomic position, financial insecurity, and the physical and built environment. This is unfortunate because many inequities in health are likely affected by these other factors to a greater degree than by health care. In fact, health care is often estimated to only account for 10% to 15% of preventable deaths in the United States (McGinnis, Williams-Russo, & Knickman, 2002) . Geronimus (2000) argued that attempts to understand and address health inequities are incomplete and fundamentally flawed without consideration of the structural factors that produced the differences we see today.
The focus on individual-level factors stems, in part, from the individualistic orientation to health that dominates the U.S. health landscape (McKinlay, 1998) . Individual knowledge and behavior change are heavily focused on reducing disease among highrisk or at-risk populations. These approaches are grounded in health behavior and racial genetic models that highlight individual risk, responsibility, and blame, which decontextualize risk behaviors and overlook the ways in which health behaviors are culturally generated and structurally maintained. These approaches rarely assess the relative contribution of nonmodifiable genetic factors and modifiable social and behavioral factors. In addition, they have been found to be largely ineffective and very difficult to sustain (McKinlay, 1998) . The framing of our national health problems in these terms "produces a lifestyle approach to health policy, instead of a social policy approach to healthy lifestyles" (McKinlay, 1998, p. 373) .
Similarly, evaluation studies of programs addressing health inequities should delve into the full range of health determinants to be affected by the intervention. They should strive both to understand the process of developing and implementing programs and how a program is addressing the needs of the group most affected by a health problem. Interventions are most efficient when they can focus on the populations in greatest need. Ideally, policies should be tailored to meet the unique needs of small, homogeneous subpopulations facing similar barriers, and the tools used to evaluate them should reflect a comprehensive yet measurable conceptualization of the problem. These concerns suggest the need to expand the universe of evaluation questions, data collection procedures, and data analyses to include a focus on community, social, and cultural contexts.
Second, there is a dearth of data available on racial and ethnic subpopulations. As described earlier, race and ethnicity are heterogeneous categories that serve a variety of social and political functions and most effectively capture the effects of social inequities. Unfortunately, monitoring data sources often do not capture all racial and ethnic subgroups of interest, and many lack sample sizes large enough to determine disparities between populations. The resources are rarely available to collect nationally representative samples of subpopulations of the major racial and ethnic categories defined by the U.S. Census Bureau. Even when captured, identifying more specific ethnic subgroups will attenuate available sample size, and aggregating subgroups may be necessary to achieve sufficient power to identify disparities. For example, the National Healthcare Disparities Report analyzes Hispanics as a single population, combining groups such as Mexican Americans and Cuban Americans, who have distinct cultural, historical, and sociopolitical backgrounds and experiences in coming to and living in the United States. The same can be said of Arab Americans who are classified as White, the myriad of nationalities classified as Black or African American, numerous Native American nations, and the more than 100 nationalities classified as Asian/Pacific Islander. In addressing health disparities, it is often important to understand and respond to these differences. In addition, because some groups of interest are quite small, oversampling may be required to generate reliable estimates. In a review of data compiled for the first National Healthcare Disparities Report, reliable estimates for African Americans could be generated for all 205 measures of health care tracked (Moy, Arispe, Holmes, & Andrews, 2005) . Reliable estimates for Hispanics and Asians could be generated for 84% and 75% of the measures, respectively. In contrast, reliable estimates were possible for fewer than half of measures for American Indians and Alaska Natives and rarely for Native Hawaiians and Other Pacific Islanders and multiple-race individuals.
Finally, limited data are available at the community or neighborhood level. Much of health policy is delivered at the local level and would benefit from community and/or neighborhood health data. Unfortunately, national data generally lack the granularity to measure disparities at a community level. For example, most monitoring data predominantly capture individual-level information, whereas information about community effects and the broader sociopolitical context are much more limited. Both the Health, United States and the National Healthcare Disparities Report focus on individuals' health and health care data. The smallest unit of analysis is typically the state, and community-level and environmental factors are generally not included. Healthy People 2010 does include goals relevant to community and broader sociopolitical effects such as increasing educational and community-based health promotion programs, improving health through a healthy environment, and improving public health infrastructure. Most of the objectives tracked, however, rely on individual-level data. Although individual-level data are certainly a piece of the puzzle, they fail to capture the community-level factors that may be well applied to improvement efforts.
DISCUSSION AND RECOMMENDATIONS
Improved national data could promote more effective and efficient interventions to reduce health inequities. Eliminating health inequities anchors health promotion in ethical principles of social justice and fairness (Braveman & Gruskin, 2003) . As opposed to focusing on the presence or absence of differences in health outcomes as the sole measures of our progress, achieving health equity suggests the focus should also include social determinants of health, or the factors that contribute to and are associated with underlying social disadvantage. The tendency in the United States is to focus on individual-level risk factors, despite the finding that fundamental determinants of health, such as racism and SES, have been consistently illustrated to have important implications for health outcomes (D. Williams, 2005) . Williams, Lavizzo-Mourey, and Warren (1994) described some of the fundamental flaws of the risk factor approach for understanding racial and ethnic health inequities:
There is a temptation to focus on identified risk factors as the focal point for intervention efforts. In contrast, we indicate that the macrosocial factors and racism are the basic causes of racial differences in health. The risk factors and resources are the surface causes, the current intervening mechanisms. These may change but as long as the basic causes remain operative, the modification of surface causes alone will only lead to the emergence of new intervening mechanisms to maintain the same outcome. (p. 36) These determinants of health influence multiple risk factors and multiple disease outcomes, which is why we see inequities concentrated in racial and ethnic minority groups and people with lower socioeconomic positions. It is particularly why we see such diversity among people described under the category "Hispanic/Latino," for example, yet surprisingly similar health outcomes once they have been in the United States for considerable amounts of time. Fundamental determinants of health should not be taken seriously because they are often social but because social factors are often fundamental causes of health outcomes. Using a health equity framework allows for the integration of fundamental determinants of health in the conceptualization of racial and ethnic minority health and is consistent with the following recommendations for data to eliminate health inequities:
1. Place greater emphasis on collecting data from all levels of the ecological framework that can inform interventions at each level. 2. Create and empirically test models that articulate the pathways that demonstrate the relationship between fundamental determinants of health and health outcomes. 3. Provide more locally relevant and culturally appropriate data, and highlight the role of contextual evaluation. 4. Refine measures and strategies for facilitating community participation in monitoring, research, and evaluation.
First, identification and specification of a short list of nonhealth care determinants that have the largest effects on disparities in health would promote their inclusion in future national data collection. Although individual-level and interpersonal-level factors are important for understanding disparities, the pervasive, persistent, and consistent racial and ethnic health disparities across time, place, and disease outcome suggest that institutional factors (i.e., social institutions within organizational characteristics), community factors (i.e., relationships among organizations and institutions), and macro-social factors (i.e., local, state, and national laws and policies; racism; sexism; heterosexism) may also play a part (McLeroy, Bibeau, Steckler, & Glanz, 1988) . This shift in focus is congruent with conceptual models and frameworks on social and fundamental determinants of health (e.g., Link & Phelan, 1995 Schulz, Williams, Israel, & Lempert, 2002) , which suggest that the social inequities that underlie differences in disease outcomes by race are rooted in social, economic, and historical factors that operate through multiple mechanisms that are central to individual and contextual factors (Link & Phelan, 1995 . Racial and ethnic health disparities are challenging in large part because the behaviors and outcomes that are of primary interest to health educators and other public health professionals are rooted in distal and pervasive disparities in education, justice, social and political power, and economics (Link & Phelan, 2005; D. Williams, 2005; G. H. Williams, 2003 ). Yet, the models and strategies developed and most frequently employed have not put these distal and more fundamental disparities at the center of the conceptual and methodological efforts; they remain at the margins. Collection of national data exploring these factors will require a significant investment of energy and resources; again a collaboration of experts will be fundamental to this aim's success. Second, models that empirically demonstrate how more distal factors influence individual-level variables are needed to encourage both the collection of neighborhood and community-level data and to promote the incorporation of social, economic, and environmental factors in strategies to eliminate racial and ethnic health disparities. Data that capture these factors would provide a more comprehensive understanding of health disparities and offer insight into the causes of health disparities. For example, although ample individual-level research confirms that poorer populations generally have worse health care quality and access than higher income groups, only a wider perspective can reveal the impact of living in neighborhoods that have more health-damaging opportunities (e.g., fast-food chains and liquor stores) than health-promoting resources (e.g., supermarkets and parks) (Sallis, Kraft, & Linton, 2002; Schulz et al., 2001; Schulz et al., 2002; Stokols, Allen, & Bellingham, 1996; Zenk et al., 2005) . Beyond offering a better understanding of the causes for disparities, contextual analyses are applicable to designing effective interventions. Spatial, environmental, racial, and cultural analyses can more fully explore the kinds of interventions that will be well received by a population and can thereby maximize impact. Although some communities might be most effectively influenced by an intervention delivered through the local health center, others may respond better to interventions delivered through the schools or church. Where religion or cultural beliefs may play a major role in health-related issues for some populations, language barriers and patient-provider communication may be more prominent issues for others. Determining the optimal intervention for each expressed goal can help to maximize impact.
Third, existing data sources must expand so that larger numbers of small minority groups and subgroups are included. Current disparities analyses likely mask variation among subpopulations. As discussed earlier, the diverse cultural, historical, and sociopolitical backgrounds and experiences of subgroups of Hispanics, African Americans, Asians, and Native Americans are typically not captured in current data because of small sample sizes. Even when research does access subpopulations, it must be careful to accurately reflect subgroup characteristics. To increase sample sizes, a significant push from respected leaders such as SOPHE can help guide allocation of funds and resources.
Finally, just as current population analyses likely mask variation among subpopulations, current state and national analyses likely mask community-level variation. More community-level data are needed. Ideally, there would be a mechanism to provide comparable data across localities that could be aggregated to inform our national efforts to eliminate disparities. Too frequently, local efforts to address disparities are limited by the data to justify intervention in a local area. Being able to compare a local community to other comparably sized and resourced areas would be beneficial, bolstering our efforts to both incorporate community-level factors and intervene at multiple levels. This would be timely given the momentum building from efforts to understand the physical and built environmental influence on health and the environmental justice movement. One way to encourage community-level data is to give communities the tools to assess their own health disparities. For example, the director of the Agency for Healthcare Research and Quality, Carolyn Clancy, has committed to making the strategies used in the National Healthcare Disparities Report available to all states and communities. This will allow them to perform parallel analyses and use the agency's national data as a benchmark against which to compare their own status and progress. This is encouraging but does not take into account more complex issues of patient needs and wants and determinants of health besides health care. An in-depth expert discussion should explore ways of implementing community-level research such that it will be comparable with national data and yet be flexible enough to incorporate factors unique to individual communities.
Another effective strategy for improving community-level data and increasing accurate representation of a community's subpopulations may be found in community-based participatory research (CBPR). This is a partnership approach that equitably involves all partners (e.g., community-based organization representatives, health and human service providers, academic researchers) in all aspects of the research and intervention process, aimed at both increasing knowledge and understanding and linking the knowledge gained with interventions and policy change to enhance the health and quality of life of community members (Israel, Eng, Schulz, & Parker, 2005) . CBPR is well suited to the elimination of health disparities because it brings together diverse partners with multiple skills, expertise, and sensitivities to examine and address complex problems in culturally appropriate ways (Butterfoss, Goodman, & Wandersman, 1993; Minkler, 2004) ; increases the relevance, usefulness, and applicability of intervention research Schulz et al., 1998) ; enhances the quality and validity of intervention research by integrating the knowledge and theory of the local partners involved and tailoring interventions to the local community context Kerner, Dusenbury, & Mandelblatt, 1993) ; improves the research and program development capacity of all partners Singer, Gonzalez, Vega, Centeno, & Davison, 1994) ; enhances the potential of overcoming the understandable distrust of research by communities that have historically been the "targets" of such research Williams & Collins, 1995) ; and engages communities in examining and addressing marginalization based on, for example, ethnicity, race, gender, class, and sexual orientation Williams & Collins, 1995) . We are beginning to be able to show how and why CBPR is effective and beneficial to research and evaluation (Viswanathan et al., 2004) . However, more effective tools are needed now to operationalize participation; to measure its extent; and to assess its impact on research, evaluation, and interventions.
CONCLUSION
The elimination of racial and ethnic health inequities has become a central focus of health education and the national health agenda. Eliminating health inequities anchors health promotion in ethical principles of social justice and fairness (Braveman & Gruskin, 2003) . As opposed to focusing on the presence or absence of differences in health outcomes as the sole measure of our progress, achieving health equity suggests the focus should also include social determinants of health or the factors that contribute to and are associated with underlying social disadvantage. Our ability to value, track, and evaluate these factors will be a critical factor in our national efforts to eliminate inequities. Because of their commitment to principles congruent with health equity, SOPHE and health education are uniquely positioned to play an important leadership role in our national efforts to eliminate racial and ethnic health inequities.
Note
1. In the United States, the national health agenda has been defined in terms of disparities, so we use that terminology here.
